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A Comparison of Adolescent Inpatients With and Without
a History of Violence Perpetration

Impulsivity, PTSD, and Violence Risk

Dwain C. Fehon, PsyD,*} Carlos M. Grilo, PhD,} and Deborah S. Lipschitz, MDY

Abstract: How childhood maltreatment and violence victimization
contributes to subsequent violent behavior remains an understudied
area. We examined 130 psychiatrically hospitalized adolescents and
compared those with a history of perpetrating violence to those
without a history of violence perpetration. Perpetrators of physical
violence were significantly more likely to have been a victim and/or
witness to family and community violence and also reported signif-
icantly higher levels of a broad range of psychopathology than
nonperpetrators. Correlational analyses with the study group of
violence perpetrators revealed that higher levels of impulsivity,
dissociation, and PTSD were significantly associated with higher
levels of violence. Furthermore, multiple regression analysis showed
that symptoms of impulsivity and PTSD contributed significantly to
the prediction of violence risk. Qur findings demonstrate that vio-
lence exposure and childhood maltreatment are indeed common
negative life events among adolescent inpatients, and that symptoms
of PTSD may predispose traumatized youth toward impulsive vio-
lent behavior.
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Violence exposure, defined as being either the victim or
witness to community, family, or school violence, is a
prevalent problem among teenagers. Estimates are that as
many as 60% to 70% of teenagers in the United States have
witnessed serious forms of violence in their community (Bell
and Jenkins, 1993; Campbell and Schwartz, 1997; Gorman-
Smith and Tolan, 1998; Shechan et al., 1997), and homicide
is the second leading cause of death overall among people 15
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to 24 years old (Centers for Disease Control and Prevention,
2001). As such, the issue of viclence exposure and violence
victimization has received considerable atfention over the
past decade and has become regarded as a serious health
problem impacting adolescents in many of the contexts in
which they are typically embedded, namely the family,
school, and community.

Researchers consistently find that direct and indirect
exposure to violence is associated with a broad range of
psychological and behavioral problems in teenagers. Specif-
ically, high rates of depression, anxiety, substance use, and
delinquency have been found in community-based and clin-
ical samples of adolescents (Cooley-Quille et al., 1995;
Fehon et al., 2001; Freeman et al., 1993; Horowitz et al.,
1995). Furthermore, adolescents exposed to violence, either
as witness or victim, are presumed to be at high risk for
developing their own patterns of aggressive behavior
(Feigelman et al., 2000; Song et al., 1998). Along these lines,
childhood physical abuse is thought to be one of the most
frequent correlates of aggressive and delinquent behaviors in
adolescents (Lewis, 1992).

For adolescents hospitalized in psychiatric settings,
violent and aggressive behavior is a frequent reason for
admission and is often a ceniral component of treatment
planning. Often, a history of childhood maltreatment or an
exposure to other incidents of traumatic violence accompa-
nies this problem. For instance, two previous studies of
adolescent inpatients found that roughly half of the patients
reported a history of either physical assault perpetration or
victimization (Day et al., 1998; Fehon et al., 2001). Despite
the prevalence of violent behavior among psychiatrically
disturbed adolescents, only a few studies have attempted to
examine concurrent psychological and behavioral correlates
in adolescents who report violence perpetration (Day et al,,
1998; Grosz et al, 1997). Fewer still have attempied to
examine the assoctation between violence exposure/violence
victimization and violence perpetration. A better understand-
ing of the psychological variables that differentiate perpetra-
tors and nonperpetrators and an appreciation of the impact
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that exposure to traumatic violence may have in the predic-
tion of violence risk will assist clinicians and researchers in
their development of more sensitive hospital treatments for
violent and traumatized adolescents.

In the present study, we attempt to examine the issue of
violence exposure and violence risk among adolescent inpa-
tients who have a history of physical violence perpetration,
As such, we have four aims: (a) to determine the frequency of
violence exposure and violence perpetration in a sample of
adolescent inpatients, (b) to examine dimensional differences
in internalizing and externalizing behaviors of inpatients who
report being violence perpetrators, {c) to examine specific
symptom and behavioral correlates of violence risk for
hospitalized adolescents, and (d) to assess the contribution
violence exposure plays in the prediction of violence risk.

METHODS

Subjects

Subjects for this study were a nearly consecutive series
of 130 patients admitted to the shori-term adolescent treat-
ment unit of a private, not-for-profit, psychiatric teaching
hospital in an urban setting. Patients were hospitalized at this
facility because of a variety of serious psychiatric and behay-
ioral problems, most frequently acute suicidality or danger-
ousness to self or others. They were admitted due to their
need for inpatient-level intervention, and no other selection
processes were used,

Potential subjects were excluded if they were unable to
complete the self-report assessments—for example, due to
severe psychiatric impairment (acute psychosis, mania, sub-
stance withdrawal) or cognitive impairment (borderline men-
tal retardation or suspected difficulties with reading or with
the English language), or if unable to complete due to rapid
discharge or transfer to different facilities. The final study
group of 130 patients were between the ages of 12 and 18
(M = 15.9 years). Seventy-one (55%) were female and 59
(45%) were male. One hundred (77%) were Caucasian, 17
{13%) were Hispanic, and 13 (10%) were African American.

Procedures

Each. patient was administered. a standard battery of .

self-report psychological assessments as part of their overail
hospital evaluation. The assessments were computer-admin-
istered and scored and served to provide clinical data to the
freatment team working with each patient. These assessments
were conducted as part of an overall multimodal evaluation
procedure, completed within 1 to 4 days after admission, At
the time of admission, and after complete explanation of the
study procedures, written informed consent was obtained
from all subjects. For minors, assent was obtained from
subjects and consent was obtained from their parents or
guardians,
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Measures
Trauma and Violence Exposure

Childhood Trauma Questionnaire

The Childhood Trauma Questionnaire (CTQ; Bernstein
and Fink, 1998) is a 28-item self-report inventory designed to
assess three domains of childhood abuse (sexual, physical,
and emotional) and two domains of childhood neglect (phys-
ical and emotional). Items are rated on a 5-point Likert-type
scale with responses ranging from “never true” to “very often
true.” Cutoff scores exist for each of the five categories and
have been shown to have excellent sensitivity and specificity
in correctly classifying cases of abuse and neglect in adoles-
cent psychiatric patients (Bernstein et al., 1997).

Child’s Exposure to Violence Checklist

The Child’s Exposure to Violence Checklist (CEVC;
Amaya-Jackson, 1998) is a 33-item self-report checklist adapted
from Things [ Have Seen and Heard by Richters and Martinez
(1990). The checklist assesses levels of witnessing violence and
other victimization in children and contains items of various
types of violence that is heard about, witnessed, or experienced.
Also included are items involving being a victim of physical
and/or sexual assault and being a perpetrator of physical and/or
sexual assault. Responses are typically coded on a S-point
Likert-type scale ranging from “never” to “more than 10 times,”
but for the purpose of this study, scoring criteria were modified
to a scale of 0 to 2 (0 = no exposure, 1 = happened once, 2 =
happened more than once). Six categories of self-reported vio-
lence exposure were identified based on patient’s responses to
individual CEVC items: (1) physical assault victim (PAV), (2)
physical assault perpetrator (PAP), (3) sexual assault victim
(SAV), (4) sexual assault perpetrator (SAP), (5) family violence
witness (FVW), and (6) community violence witness (CVW).

There is little psychometric information available about
this survey. Consequently, we analyzed the internal consis-
tency and test-retest reliability of the CECV and found good
internal consistency, with coefficient « values ranging from
.51 to .90 for each violence category (PAV = .73, PAP =
73, SAV = 83, FVW = 51, CVW = .90). One-week
test-retest reliabilities were also performed using a subgroup
of 31 inpatients. k Coefficients for agreement ranged from .47
to .85 for the different categories of violence (PAV = .78,
PAP = .56, SAV = 83, SAP = 47, FVW = 78, CVW =
.81; Lipschitz et al., 2001).

Child Post-Traumatic Stress Checklist

The Child Post-Traumatic Stress Checklist (Child
PTSD Checklist; Amaya-Jackson et al., 2000) is a 28-item
scale that asks subjects to rate the degree to which each of the
17 symptoms of PTSD was present during the past month.
This scale is derived from DSM-IV (American Psychiatric
Association, 1994) criteria and uses a 4-point Likert-type
scale to establish symptom severity., The checklist can be
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used to generate a symptom based diagnosis of PTSD based
on three possible thresholds (i.e., symptoms present “some of
the time,” “most of the time,” or “all of the time”). The PTSD
Checklist yields an overall score and three composite scores
reflecting the primary classes of PTSD symptoms (re-expe-
riencing, hypervigilance, and avoidance). For the purpose of
this study, patients were asked to respond to the PTSD
checklist based on the most difficult or upsetting event
endorsed on the CEVC. Concurrent validity of the PTSD
Checklist was established by comparing diagnoses generated
by the checklist to those obtained on a semistructured inter-
view for PTSD, the Clinician Administered PTSD Scale for
Children and Adolescents (CAPS-CA; Nadar et al., 1998).
The mean intensity rating across the 17 items on the
CAPS-CA showed a correlation of .64 with the Child PTSD
Checklist (Newman and Amaya-Jackson, 1996).

Internalizing Variables

Beck Depression Inventory
The Beck Depression Inventory (BDI; Beck et al.,

1960; Beck and Steer, 1987) is a well-known and widely used _

21-item self-report inventory of the cognitive, affective, mo-
tivational, and somatic symptoms of depression. It has been
researched extensively and has been shown to have excellent
psychometric properties (Gotlib and Cane, 1989).

Adolescent Dissociative Experiences Scale

The Adolescent Dissociative Experiences Scale
(A-DES; Armstrong et al., 1997) is a 30-item self-adminis-
tered questionnaire that asks respondents to indicate the
frequency with which certain specific dissociative or deper-
sonalization experiences occur. The A-DES uses an 11-point
Likert-type scale ranging from 0, labeled as “never,” to 10,
labeled as “always.” The total A-DES score is equal to the
mean of all item scores. The instrument has high test-retest
reliability, excellent split-half reliability, and good criterion-
referenced validity for an adolescent population (Armstrong
et al,, 1997).

Hopelessness Scale for Children
The Hopelessness Scale for Children (HSC; Kazdin et

al, 1986) is a 17-item true/false scale for children and

adolescents that taps negative expectations about the future.
Internal consistency of .97 and test-retest reliability of .52
have been reported (Kazdin et al., 1986).

Suicide Risk Scale

The Suicide Risk Scate (SRS; Plutchik et al., 1989) is
a 15-item trueffalse self-report measure that deals with feel-
ings of depression and hopelessness, present suicidal feelings,
past suicidal behavior, and other items that have been shown
to be associated with suicide risk. The instrument has good
internal reliability with a coefficient a of .74 with adoles-
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cents, as well as good sensitivity and specificity. The SRS has
also been cross-validated with other inpatient samples and
has been shown to discriminate between groups of patients
who have made a suicide attempt in the past and those who
have never made such an attempt (Plutchik and van Praag,
1989).

Externalizing Variables

Impulse Control Scale

Designed to assess impulsivity that is independent of
aggressive behavior, the Impulse Control Scale (ICS;
Plutchik and van Praag, 1989) is a I5-item self-report scale
on which items are answered on a 3-point frequency scale.
With adolescents, the ICS has good internal reliability and
correlates well with other measures of suicide and violence
risk.

Past Feelings and Acts of Violence Scale

The Past Feelings and Acts of Violence Scale (PFAV;
Plutchik and van Praag, 1990) is a 12-item self-report scale
on which responses are coded on a 3-point continuum of
frequency. The scale inquires about the frequency of feelings
of anger, past acts of violence toward others, use of weapons,
and history of arrests. The scale has been demonstrated to
have good discriminative validity with adult psychiatric in-
patients, and with adolescents has been shown to have good
internal consistency and item sensitivity and specificity.

RESULTS

Two groups of patients (physical violence perpetrators
and nonperpetrators) were identified based on responses to
individual critical items of the CEVC. As a validity check, the
CEVC violence perpetrators scored significantly higher on
the PFAV than nonperpetrators (CECV perpetrators = 12.48
vs. CECV nonperpetrators = 5.19; F = 78.72; p < 0.000).
There were no significant differences between the two groups
with respect to age, gender, or ethnicity.

Table 1 compares self-reported histories of violence
exposure for the two study groups. Perpetrators of physical
violence were significantly more likely than nonperpetrators
to report being a victim of physical violence and a witness of
family and community violence. Perpetrators and nonperpe-
trators did not differ in their history of being either the victim
or perpetrator of sexual abuse.

Table 2 compares the mean scores of each psycholog-
ical measure for inpatients that reported being perpetrators of
physical violence and for those who denied violence perpe-
tration, Perpetrators of physical violence reported more in-
stances of childhood maltreatment referable to emotional
abuse, physical neglect, and physical abuse. Perpetrators of
physical violence also reported significantly higher levels of

407



Fehon et al. The journal of Nervous and Mental Disease * Volume 193, Number 6, June 2005

TABLE 1. Comparison of Study Groups With

Respect to Viclence Perpetration and

Victimization

Violence

perpetrator Nonperpetrator
(V= 52) (N =178)
N% N% X2 (df = 1) o™
Sexual assault perpetrator 5{9.6) 3(3.8) 0.94 A2
Physical assault victim 43 (82.7) 33(42.3) 19.32% 40
Sexual assault victim 22 (42.3) 24 (30.8) 1.35 12
Family_violence witness 37(71.2) 31 (39.7) 11.11* 31¥
Community violence 42 (80.8) 32(43.2) 18.51* 39+
witness

*p << 0,001; all tests are two-tailed.
*y* with the Yates continuity correction.

TABLE 2. Scores on Psychological Measures for Inpatient Adolescents Who Reported
Being Perpetrators of Violence and for Those Who Denied Violence Perpetration

Violence
perpetrator Nonperpetrator
(N = 52) (N =18)
M (SD) M (SD) F (df = 1,129)
Externalizing variables
Violence potential 12.48 (6.10) 5.19 (3.22) TR.72**
Impulsivity 19.92 (6.39) 15.72 (5.32) 16.60**
Internalizing variables
Depression 22.46 (14.83) 13.19 {10.56) 17.32%*
Hopelessness 7.52 (4.76) 4.87 (3.46) 13.47**
Suicide Risk 7.19 (3.79) 5.46 (3.38) 7.42*
Trauma-related variables
Childhood trauma (total) 49.04 (15.98) 39.53(11.72) 15.31%*
Emotional abuse 13.37 (5.59} 10.55 (5.07) 8.57*
Emotional neglect 8.25 (2.50) 8.41 (3.01) 0.10
Physical abuse 10.44 (5.67) 6.65(3.12) 24.02%*
Physical neglect 8.79 (3.15) 7.06 (2.21) 13.44%%
Sexual abuse 8.19 (5.76) 6.85 (4.22) 2.36
Dissociation 3.10(2.07) 1.96 (1.89) 10.42#
PTSD (total) 32.21 (20.45) 19.01 (16.06) 16.90%*
Avoidance 11.69 (7.16) 7.37 (6.40) 12.92%*
Hypervigilance 9.38 (5.78) 5.09 (4.84) 21.00%*
Re-experiencing 7.90 (6.61) 4.82 (5.40) 8.48%

*p < 0.01; **p < 0.001.

depression, hopelessness, suicide risk, impulsivity, dissocia-
tion, and PTSD symptomatology than nonperpetrators.
Table 3 shows the association between violence poten-
tial and each psychological measure for the inpatients who
reported being perpetrators of physical violence. Correla-
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tional analyses revealed that higher levels of impulsivity,
dissociation, and PTSD were significantly associated with
higher levels of violence.

Finally, a multiple regression analysis was performed
to ascertain the independent and joint contributions that a
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TABLE 3. Associations of Psychological Measures With Past
Feelings and Acts of Violence for Adolescent Inpatients Who
Reported Being Perpetrators of Viclence

Violence perpetrators

(¥ =52)
r
Extemalizing variables
Impulse Control Scale Sqeex
Intemalizing variables
Beck Depression Inventory 27
Hopelessness Scale for Children A7
Suicide Risk Scale 21
Trauma-related variables
Childhood Trauma Questionnaire 04
Emotional abuse 02
Emotional neglect 13
Physical abuse 03
Physical neglect 23
Sexual abuse .03
Dissociative Experiences Scale J8**
PTSD Checklist 3p%*
Avoidance 31*
Hypervigilance A2E
Re-experiencing 27

*p < 0.05; ¥*p < 0.01; ¥***p < 0.001.

history of viclence exposure and selected psychological mea-
sures make toward the prediction of violence risk among the
52 patients who reported a history of physical assault perpe-
tration. Seven predictor variables (age, gender, impulsivity,
depression, dissociation, PTSD, and childhood trauma) were
included in an overall regression analysis to predict level of
violence risk (PFAV). The seven variables jointly accounted
for 43% of the variance (F17, 51] = 4.64; p < 0.001);
impulsivity and PTSD made significant independent contri-
butions.

DISCUSSION

The study of violence risk among psychiatrically dis-
turbed adolescents is an important area of research given the
prevalence of violent behavior among this population and its
relevance to treatment planning. Studies of this type help
clinicians and researchers identify factors that contribute to
the prediction of violence risk among acutely disturbed ado-
lescents and target areas for effective intervention. This
particular study yields three main findings worthy of specific
review,

First, the results of this study indicate that psychiatri-
cally hospitalized adolescents with a history of violence
Perpetration report experiencing more episodes of violence
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exposure and childhood maltreatment compared with the
adolescents without a history of vielence perpetration. Spe-
cifically, the inpatients with violence histories reported being
the witness of violence in their homes and communities, in
addition to being the direct victim of childhood physical
abuse, physical neglect, and emotional abuse. Therefore, the
adolescents who had engaged in previousiy violent behavior
had greater exposure to negative events that involved vio-
lence, aggression, and the abuse of others. This differential
pattern of violence victimization and violence exposure sup-
ports a social learning theory hypothesis and intergenera-
tional transmission hypothesis (Widom 1989, 1994), which
postulates that an aversive interactional style and violent
behavior is in part learned though one’s direct and indirect
exposure to the violent behavior of others. This finding also
suggests that the experience of violence victimization during
one’s childhood may contribute to development of psycho-
pathology that is dynamically unique in its predisposing of
violent tendencies.

Importantly, perpetrators and nonperpeirators did not
differ in their history of being either a victim or perpetrator of
sexual abuse. A priority for future research efforts would
therefore be to understand better the differential impact that
various forms of childhood trauma may play in the develop-
ment of problem behaviors such as violence and aggression.

Second, as a group, the inpatients who reported a
history of perpetrating physical violence also reported a broad
range of intemalizing and externalizing symptoms that was
characterized by higher levels of depression, hopelessness,
suicidality, impulsivity, dissociation, and PTSD than the
nonviolent inpatients. However, despite their report of greater
overall symptom severity, only higher levels of impulsivity,
dissociation, and PTSD were correlated with violence risk
among the inpatients who reported violence perpetration.
Interestingly, only two of the three PTSD symptoms were
related to violence risk. Level of PTSD re-experiencing was
unrelated to level of violence risk, while avoidance and
hypervigilance were related. This finding suggests that an
identification of PTSD subtypes may be useful in that indi-
viduals with high levels of certain PTSD symptoms may be at
higher risk for certain behaviors such as aggression, self-
injury, or substance use. Similarly, for some individuals,
violent behavior may also serve as an externalized form of
behavioral re-experiencing and a physical re-enactment of
past trauma.

Our positive dissociation finding is also of interest,
especially when examined in light of significant PTSD hy-
pervigilance—a seemingly opposite psychological process.
One explanation for this finding is that hypervigilant patients
may be exquisitely sensitive to certain aspects of their envi-
ronment, but by overatiending to certain cues and not others,
they might overlook the larger context related to their sur-
roundings. In this sense, perhaps hypervigilant patients dis-
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sociate in a way from their experience so that they can
maintain an active vigilance on personally relevant and po-
tentially emotionaily provocative or threat-inducing stimuli.

Further examination of the data yielded the third main
finding of this report—namely that symptoms of impulsivity
and PTSD were in fact found to be significant independent
predictors of overall violence risk. While a history of child-
hood trauma and maltreatment may be commonly seen in the
lives of adolescents treated in psychiatric hospital settings, it
appears that the presence of PTSD symptomatology and the
trait of imnpulsivity in particular play a2 more important role in
the overall-prediction of violent behavior. As such, the
psychiatric sequelae of childhood trauma, namely the devel-
opment of PTSD and its characteristic features of emotional
and behavioral dysregulation, hyperreactivity, and sensitivity,
may predispose traumatized youth toward impulsive behav-
iors such as violence and aggression. Nonetheless, clearly not
all traumatized youth develop symptoms of PTSD. In our
sample, approximately 42% of patients who were physical
assault victims and 40% of patients were victims of family
violence did not become perpetrators of violence. We recom-
mend that future studies examine protective factors among
traumatized youth that may help break the victim-to-perpe-
trator cycle of violence.

Taken as a whole, our findings suggest that symptoms
of distorted affective arousal and behavioral dysregulation
play an important role in assessment and prediction of violent
behavior. These findings support the work of earlier research-
ers {(Bowlby, 1980; Bugental, 1993) who suggested that
childhood malireatment predisposes individuals to approach
situations with a heightened tendency to process threat even
where the actual threat of harm is low. More recent research
exantining structural and functional brain activity using MRI
and PET technology point toward dysfunction of the hip-
pocampus in patients with PTSD (Bremner et al., 2003). The
hippocampus is a brain region believed to be involved in
mediating emotional processing of complex visual stimuli
and the integration of different aspects of memory, as well as
the ability to locate a memory in time, place, and context.
Prolonged periods of stress have been shown to correlate with
elevated cortisol levels in the brain, which can damage the
hippocampus in humans (Sapolsky, 1996), thus lessening
one’s ability to process and respond to incoming information
accurately.

Several strengths and limitations of this study are also
worth noting. Our selection process resulted in a heteroge-
neous siudy group of psychiatrically hospitalized adolescents.
The study group was nearly consecutive in nature, with
primarily gross psychotic or cognitively impaired patients
resulting in exclusion. Thus, our sample is perhaps general-
izable to other general adolescent inpatient facilities. Qur two
study groups (violence perpetrators and nonperpetrators)
were ascertained from the same overall sample and did not
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differ in important demographic features (i.e., age, gender,
and ethnicity). Nonetheless, our findings may be potentially
limited by our reliance on patient self-report. Although the
validity of self-reports in adolescents must be considered
cautiously, we also note that previous literature (Winegar and
Lipschitz, 1999) has shown that psychiatrically hospitalized
adolescents’ self-reports of maltreatment experiences concur
well with best estimate sources consisting of data from police
reports, medical records, child protective services, and clini-
clan reports. Also, a number of potential biases range from
negative mood states to more interpersonat biases stemming
from individual response styles. Conversely, it is arguable
that computer-administered self-report questionnaires may
make disclosure of sensitive or embarrassing material easier
for adolescents. Many of the instruments here have under-
gone previous psychometric and validity checks against other
assessment methods, and computer administration methods
have previously been empirically found to be useful for
assessing sensitive topics such as depression and suicidality
(Erdman et al., 1987; Fowler, 1985).

Finally, our reliance on self-report data as the sole
means of data and clinical material limits the scope and
understanding of our subjects; therefore, future studies would
benefit from including additional sources of patient data such
as structured diagnostic interviews, life event assessments,
family history data, and psychophysiologic laboratory data,

In conclusion, our findings demonstrate that violence
exposure and childhood maltreatment are common phenom-
ena among adolescent inpatients who have committed previ-
ous violent acts. These negative life events appear to play an
important role in the development of PTSD and the disorder’s
characteristic features of emotional and behavioral dysregu-
lation, hyperreactivity, and sensitivity, thus predisposing
traumatized youth toward impulsive behaviors such as vio-
lence and aggression. Hospital-based treatment programs
should therefore thoroughly assess for the presence of PTSD
symptoms in inpatients with a history of violence exposure
and violence perpetration to aid in their effective treatment
planning. Adolescents who exhibit these symptoms are apt to
lack the prerequisite affect regulation skills to modulate
aggressive and self-destructive impuilses and will require
integrated psychopharmacologic and behavioral strategies to
improve affect regulation and behavioral control.

REFERENCES

Amaya-Jackson L (1998) Child’s Exposure to Violence Checklist. Unpub-
lished instrument. Durham {NC): Trauma Evaluation, Treatment and
Research Program, Center for Child and Family Health.

Amaya-Jackson £, Newman E, Lipschitz D (2000) The Child and Adolescent
PTSD Checklist in 3 clinical research populations. In Proceedings of the
47th Annual Meeting of the American Academy of Child and Adolescent
Psychiatry (p 64). New York,

American Psychiatric Association (1994) Diagnostic and Statistic Manua!
Jor Mental Disorders (4th ed). Washington DC: American Psychiatric
Association.

© 2005 Lippincott Williams & Wilkins



The Journal of Nervous and Mental Disease * Volurme 193, Number 6, June 2005

Prediction of Adolescent Violenice

Amstrong JG, Putnam FW, Carlson EB, Libero DZ, Smith SR (1997) Devel-
opment and validation of a measure of adolescent dissociation: The Adoles-
cent Dissociative Experience Scale. J Nerv Ment Dis. 184:491-497.

Beck AT, Ward CH, Mendelson M, Mock J, Erbaugh J (1960) An inventory
for measuring depression. Arch Gen Psychiatry. 4:561-571.

Beck AT, Steer RA (1987) Beck Depression Inventory Manual. San Antonio
(TX): Psychological Corp.

Bell CC, Jenkins EJ (1993) Comumumity violence and children on the
southside of Chicago. Psychiafry. 56:46-54.

Bemstein DP, Fink L (1998) Childhood Trauma Questionnaire Manual. San
Antonio (TX): Psychological Corp.

Bemstein DP, Ahluvalia T, Pogge D, Handelsman L (1997) Validity of the
Childhood Trauma Questionnaire in an adolescent psychiatric population.
J Am Aecad Child Adolesc Psychiatry, 36:340-348.

Bowlby J (1980) A#tachment and Loss, Vol 3: Loss, Sadness and Depression.
New York: Basic Books.

Bremner D, Vythilingam M, Vermetten E, Southwick S, McGlashan T,
Nazeer A, Kahn 8, Vaccarino V, Soufer R, Garg P, Ng C, Staib L, Duncan
1, Chamey D (2003) MRI and PET study deficits in hippocampal structure
and function in women with childhood sexual abuse and posttraumatic
stress disordet. Am J Psychiatry. 160:924-532.

Bugental DB (1993) Communication in abusive relationships: Cognitive
constructions of interpersonal power. Am Behav Scientist. 36:288-308.
Campbell C, Schwartz DF (1997) Prevalence and impact of exposure to
interpersonal violence among suburban and urban middle school students.

Pediatrics. 98:396-402.

Centers for Discase Control and Prevention (2001) Web-Based Injury Sta-
tistics Query and Reporting System (WISQARS) [Online]. National Center
for Injury Prevention and Control, Centers for Disease Control and
Prevention.

Cooley-Quille M, Tumer 8, Beidel D {1995) Emotional impact of children’s
exposure to community violence: A preliminary study. J Am dcad Child
Adolesc Psychiatry. 34:1362-1368.

Day HD, Franklin JM, Marshatl DD (1998) Predictors of agpression in
hospitalized adolescents, J Psychol. 132:427-434.

Erdman HP, Greist JF, Gustafason DH, Taves JE, Klein MH (1987} , Suicide
risk prediction by computer interview: A. prospective study. J Clin Psy-
chiatry. 48:464—-467.

Fehon DC, Grile CM, Lipschitz DS (2001) Correlates of community vio-
lence exposure. Comp Psychiatry. 42:283-290.

Feigelman S, Howard DE, Li X, Cross SI (2000) Psychosoctal and environ-
mental correlates of violence perpetration among African-American urban
youth. J Adolesc Health. 27:202-209.

Freeman L, Mokros H, Pozanski E (1993) Violent events reported by normal
urban school-aged children: Characteristics and depression correlates.
J Am Acad Child Adolesc Psychiatry, 32:419-423.

Fowler RD {1985) Landmarks in computer-assisted psychological assess-
ment. J Consult Clin Psychol. 53:748-759.

Gotlib IH, Cane DB (1989} Self-report assessment of depression and anxiety.
In PC Kendall, D Watson (Eds), Anxiety and Depression: Distinctive and
Overlapping Features. New York: Academic.

© 2005 Lippincott Williams & Wilkins

Gorman-Smith D, Tolan P (1998) The role of exposure to community
violence and developmental problems among inner-city youth. Dev Psy-
chopathol. 10:101-116.

Grosz DE, Lipschitz DS, Eldar S, Finkelstein G, Blackwood N,
Gerbino-Rosen G, Faedda G, Sheehan K, DiCara JA, LeBally S,
Christoffel KX (1997) Children's exposure to violence in an urban setting.
Arch Pediatr Adolesc Med,. 151:502-504,

Horowitz K, Weine 8, Jekel J (1995) PTSD symptoms in urban adolescent
girls: Compounded community trauma. J Am Acad Child Adolese Psychi-
atry. 34:1353-1361.

Kazdin AE, Rodgers A, Golbus D (1986) The Hopelessness Scale for
Children: Psychometric characteristics and concurrent validity. J Consult
Clin Psychol. 54:241-245,

Lewis DO (1992) From abuse to violence: Psychophysiological conse-
quences of maltreatment. J Am Acad Child Adolesc Psychiatry. 31:383—
391.

Lipschitz DS, Grilo CM, Fehon DC (2001) One-week Test-Refest Reliability
of the Child’s Exposure to Violence Checklist in Adolescent Inpatients.
Unpublished manuscript.

Nadar KO, Kriegler JA, Blake DD, Pynoos RS, Newman E, Weathers FW
(1998) Clinician Administered PTSD Scale for Children and Adolescents.
Unpublished instrument. Boston (MA): Nationa! Center for PTSD.

Newman E, Amaya-Jackson L (1996) Assessment of Trauma Instruments for
Children. Paper presentation at the Scientific Proceedings of the 12th
International Conference on Traumatic Stress Studies. San Francisco
(CA).

Plutchik R, van Praag HM, Conte HR (1989) Comelates of suicide and
violence risk, I: The suicide risk measure. Compr Psychiarry. 30:296-302.

Plutchik R, van Praag HM (1989} The measurement of suicidality, aggres-
sivity and impulsivity. Prog Neuropsychol Biol Psychiatry. 13:523-534.

Plutchik R, van Praag HM {1990} A self-report measure of violence risk, II
Compr Psychiatry. 31:450~456.

Richters J, Martinez P (1990) Things I Have Seen and Heard: A Structured
Interview for Assessing Young Children's Violence Exposure. Bethesda
(MD): National Institute of Mental Health,

Sapoisky R (1996) Why stress is bad for your brain. Seience. 273:749-750.

Sheehan K, DiCara JA, LeBally S, Christoffel KX (1997} Children’s expo-
sure to violence in an urban setting. Arch Pediatr Adolesc Med, 151:502-
504.

Song LY, Singer M1, Anglin TM (1998} Violence exposure and emotional
trauma as contributors to adolescents’ violent behaviors. Arch Pediatr
Adolese Med. 152:531-536.

Widom CS (1989) Does violence breed violence? A critical examination of
the literature. Psychol Bull. 106:3-28,

Widom CS (1994) Childhood victimization and adolescent problem behav-
jors, In RD Ketterlinus, ME Lamb (Eds), Adolescent Problem Behaviors:
Issues and Research (pp 127-164). Hillsdale (NI): Erlbaum.

Winegar RK, Lipschitz DS (1999} Agreement between hospitalized adoles-
cents’ self-reporis of maltreatment and witnessed home violence and
clinician reports and medical records, Compr Psypchiatry. 40:347--352.

411



